Non-ST elevation myocardial infarction (NSTEMI) has the highest long-term mortality rates of all acute coronary syndromes. Usually, NSTEMI occurs in elderly patients (>75 years of age) with multiple associated diseases. The complication rate for NSTEMI, including heart failure or hemorrhages, is significantly higher than that in ST-elevation myocardial infarction patients.
IntroductIon
Acute myocardial infarction (MI) remains one of the leading causes of death worldwide. 1 Of all the types of acute coronary syndromes (ACS), ST-segment elevation myocardial infarction (STEMI) has the highest mortality rates during hospitalization, followed by non-ST elevation MI (NSTEMI) and unstable angina (UA). However, during the six-month follow-up period, the highest death rate is recorded among NSTEMI patients, followed by STEMI and UA. 2 According to the OPERA registry, one-year mortality rates are also higher for NSTEMI compared to STEMI patients (11.6% vs. 9%). 3 The primary cause of the high mortality associated with NSTEMI may be due to the severity of the patients' clinical status. It is well-known that in a relatively high percentage, NSTEMI patients are significantly older, with various associated comorbidities, which in turn lead to an increased risk of cardiovascular events. Approximately one-third of patients presenting with NSTEMI are aged over 75 years, and this age factor has been proven to be one of the most significant risk predictors of NSTEMI, the incidence of complications increasing with age. 4 Patients that present with non-ST elevation acute coronary syndromes frequently present with several comorbidities, The case presented is of a 70-year-old male with non-ST-elevation acute coronary syndrome and multiple associated pathologies.
cASE PrESEntAtIon
A 70-year-old male, with a history of ventriculoperitoneal The initial ER laboratory evaluations are shown in Table 1 .
In addition to the initial ER draw, a complete myocardial necrosis panel was requested:
• CPK (creatine phosphokinase) -600 (normal range:
55-400 U/L)
• CK-MB (CK myocardial and brain isoenzyme) -6.8 Due to the presence of abdominal distension, the Gas- The surgeon's opinion was that the jejunum adhesions had occurred due to the long-standing shunt drainage.
Post-surgery the patient developed a hospital-acquired pneumonia, with a left abdominal fluid collection and a possible abscess, for which dual antibiotic therapy was initiated (cefepime and metronidazole). Also, the patients showed leukocytosis, that did not meet the criteria for sepsis, decreased hemoglobin and hematocrit due to the acute blood loss during the haematemesis episode (Hb -9.3 g/dL, Htc -27.7%) for which he had received one unit of blood, and reactive thrombocytosis.
The phenytoin toxicity had resolved by twenty days from cessation, with current levels of 20.2 µg/mL, normal range 10.0-20.0 µg/mL. The elevated white cell blood count had returned to normal, and there was no fever. The long QT interval had improved from 533 ms to 488 ms.
During the night of the twentieth day following admission, the patient had been persistently stuporous, and a digital electroencephalography (EEG) was performed utilizing scalp electrodes. The EEG results showed abnormalities that were consistent with a severe encephalopathy of non-specific etiology, though possibly metabolic, and no electrographic seizures had been captured during the examination.
Finally, after twenty-eight days in the hospital, during which time antiischemic and antibiotic treatment had been administered, the patient was discharged, with an improved overall state and normalization of the vital signs.
The principal diagnosis was acute encephalopathy. The secondary diagnoses and treatments are listed in Table 2 .
dIScuSSIonS
Acute coronary syndromes (ACS) consist of a range of conditions -non-ST-segment elevation ACS, which include unstable angina and NSTEMI, and ST elevation myocardial infarction, resulting from atherosclerotic plaque and formation of thrombi, which leads to acute myocardial ischemia. 7 According to its third definition, a myocardial infarction is diagnosed by encompassing clinical, electrocardiographic and biochemical specific markers. 8 The clinical manifestations of an acute coronary syndrome consist of chest pain, and atypical complaints including diaphoresis, nausea, weakness, palpitations, anxiety, dyspnea. 9 Although chest pain is the most common symptom, acute coronary syndromes may present without pain, particularly in older patients, as well as diabetic or heart transplant patients. 10 The first means of diagnosis of ACS patients is the 12-lead ECG. Results may be normal in most patients, but ECG changes in NSTEMI include ST-segment depression or transient elevations and T wave modifications. 
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